Background: Client satisfaction surveys are important in evaluating quality of the healthcare processes and contribute to health service improvements by assisting health program managers to develop appropriate strategies. The goal of this study was to assess clients' level of satisfaction with services provided by private-not-for-profit member health facilities affiliated to Uganda Protestant Medical Bureau. Methods: This was a cross-sectional descriptive study using an interviewer-administered questionnaire conducted in 254/278 (91%) of UPMB member health facilities between 27 th April and 14 th July 2014 among 927 clients. The tool measured ten dimensions of the care-seeking experience namely; health facility access; waiting time; health providers; support staff; rights; payments; facilities and environment; consent; confidentiality; and the overall care seeking experience. Logistic regression was utilised for multivariate analysis. Results: Overall client satisfaction was found to be high within the UPMB network (84.2%). Most of the client satisfaction dimensions were rated above 70% except payments and rights. There was evidence of association with marital status; single/ never married were 3.05 times more likely to be dissatisfied compared to widowed. Clients attending HCIII were less likely to be dissatisfied compared to those attending HCII (OR=0.51, 95% CI: 0.25-1.05). Post-secondary education (OR=1.79; 95% CI 1.01-3.17), being formally employed (OR=2.78, 95% CI: 0.91-8.48) or unemployed (OR=3.34, 95% CI: 1.00-11.17), attendance at a hospital (OR=2.15, 95% CI: 1.36-3.41) were also associated with high dissatisfaction levels with payments. Conclusion: This study found a high level of satisfaction with services in the UPMB network but recorded low client satisfaction with the dimensions of rights and payments. Health workers should take time to explain rights and entitlement as well as charges levied to clients.
Introduction
Client satisfaction is a vital part of the healthcare process and signifies the relationship between clients' expectations and the actual service experience 1, 2 . When the experience closely matches the expectation, then satisfaction is likely to be high and this will have a positive impact on the health seeking behavior, adherence to treatment recommendations and other health advice. [1] [2] [3] [4] In low-income countries where consumer protection groups are few or in some cases non-existent, clients may not verbally express their dissatisfaction to healthcare providers and resort to traditional or other alternative forms of care 1 . Client satisfaction surveys are therefore important for evaluating quality of care 5 . Client satisfaction surveys present an opportunity for clients to express their perception on health service provision and assist providers and policy makers in identifying gaps and strategies in health service delivery 3, 6 . The scaling-up of various interventions in the healthcare setting including HIV care and treatment in many low-income settings such as Uganda has given rise to several quality concerns 6 . Client satisfaction rates have been found to be between 40% and 74.6% in other studies conducted in Uganda. There is a paucity of studies on client satisfaction in both the private and public health sector in Uganda 5, [7] [8] [9] [10] [11] . Some of these few studies were limited in that they measured African Health Sciences satisfaction for particular health services or programs [9] [10] [11] . There are no surveys recorded within the Uganda Protestant Medical Bureau (UPMB), a faith-based network of 278 health facilities.
The goal of this study was to assess clients' level of satisfaction with services provided by Private-Not-For-Profit (PNFP) member health facilities under Uganda Protestant Medical Bureau (UPMB). The study was conducted due to a knowledge gap on client satisfaction with healthcare services within the UPMB network where such an undertaking had not been done before. This was particularly important in view of the growing recognition of the role of quality improvement and concerns about patient safety in healthcare. The Uganda Health Sector Strategic and Investment Plan (2011-14) had a specific interest in exploring and deepening understanding of client and organizational characteristics linked to client satisfaction
.
The findings are useful in designing and implementing service improvement plans in the network health facilities.
Methodology

Study setting
UPMB was founded in 1957 as a charitable, faith-based non-governmental, national umbrella organization for the disbursement of grants in aid to Protestant mission hospitals and to serve as a liaison between Government of Uganda, donors and member health facilities. In 2014, UPMB was supporting the activities of 278 health units affiliated to the Church of Uganda, Adventist and Pentecostal churches of Uganda. The 278 units comprise 18 hospitals with 10 Health Training Institutions, 6 Health Centre IVs, 254 Health Centre IIIs and IIs which is the lowest level of a physical health facility that treats minor illnesses. The health facilities form about 35% of the private-not-for-profit health facilities across Uganda. Approximately 80% of the health facilities are located in rural, poor and post-conflict communities representing an important social asset for the communities, and have grown out of initiatives of congregations to address identified need.
Study design
This was a cross-sectional descriptive quantitative study using an interviewer administered questionnaire conducted in 254/278 (91%) of UPMB member health facilities from April to July 2014. The client satisfaction tool was designed based on a literature review of existing tools, and was piloted in five central region health facilities in Kampala and Wakiso districts. The tool measured ten dimensions of the care-seeking experience namely; Ease of accessing the health facility; waiting time; health providers; support staff; rights; payments; facilities and environment; consent; confidentiality; and the overall care seeking experience.
Sample size and sampling method
In order to assess clients' satisfaction with the services provided by UPMB's member health facilities, interviews were conducted with a total of 927 clients who sought health services at UPMB network health facilities. The sampling unit was Hospitals, HCIVs, HCIIs and hciis in the network. The out-patient and in-patients of health facilities visited on the day of the survey constituted the sampling frame. The researchers took a 30% representative sample for all out-patient department (OPD) client contacts seen in a day in the network to generate the desired power for the study. Based on the 2012-2013 UPMB network OPD contacts, that is, 1,440,741 the daily contact was 3,947 clients per day (1,440,741 annual clients/365 days a year) in the network bringing the 30% representative sample to 1,184 clients. Probability-proportional-to-size sampling based on daily patient load and facility level was used and the sample was spread by level of health facility as shown in the table below to give the number that was interviewed at every facility. Different hospital departments were purposively sampled and clients randomly selected from these departments. Table  1 shows the sampling criteria for the client satisfaction survey.
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Data collection procedures
Data collection tools were designed and reviewed by UPMB staff who also conducted the field data collection.
A short interviewer-administered questionnaire was used to conduct these interviews. The tool was designed using a Likert scale (5-excellent; 4-good; 3-fair; 2-poor; 1-very poor).
Data management and analysis
Data was entered using Epidata software and analyzed using STATA version 12 and SAS. Clients who rated the services as excellent or good were classified as satisfied while those who rated very poor, poor, fair were classified as dissatisfied. Chi-square test was used to find the relationship between categorical variables. The distribution of participants' characteristics and satisfaction levels were analyzed at univariate analysis. To establish the relationship between clients' satisfaction and other independent variables (demographics, health facility level, diocese among others), logistic regression was performed giving results as odds ratios. The level of significance was set at 0.05 with 95% confidence interval.
Ethical considerations
This study was done as part of an operational research activity for the UPMB strategic plan 2014-18 baseline assessment with ethical approval from the Uganda National Council for Science and Technology (SS3823). Participants were informed that their participation was voluntary and they had a right to withdraw from the interview at any time. No names were recorded during the interviews and only codes were used to identify participants.
Results
Socio-demographic characteristics of clients
In total, 927 clients were interviewed with a response rate of 78.3%. More than one third of those interviewed were aged 19-30 (35.8%), while those aged 31-40 made up 14.7% and 9.5% were 51 years or older. Majority (63.5%) were married or cohabiting, 39.0% of the clients had primary education as the highest level of educational attainment and 19.6% had no formal education at all. Over half (50.4%) of the respondents were peasant farmers. Most (65.0%) of the respondents were Protestants (Table 2) . Type of services sought by clients Most (55.2%) of the clients interviewed sought services from the outpatients department on the interview days.
In-patients were also interviewed; 21.5% in medical, 9% in maternity, 6.3% in pediatric, and 3.5% in surgical department. There were also a substantial number of clients that had sought laboratory services (16.4%), family planning and ANC services (12.3%), and HIV/STI services (10.1%) as shown in Figure 1 . 
Distance between Client's home and the Health Facility visited
The majority of clients' (64.0%), lived between 0-4 kms from their homes to the facility they visited on the day of interview, 15.7% between 5-9kms, 5.2% between 10-14 kms, 2.5% had travelled between 15-19 kms to reach the health facility. Notably, 12.6% had travelled 20 kms or more to reach the health facilities they visited. For 46% of clients (N=426), there was a nearer health facility to their home than the one they visited at the day they were interviewed. Reasons given for not visiting the nearest facility were; overall poor quality of services, (18.7%), unavailability of drugs (18.4%), unavailability of staff (10.2%), cost (6.7%).
Satisfaction with the overall level care seeking experiences was 84.2% (Table 3) . For most of the client satisfaction dimensions, there was a satisfaction rate of over 70.0%. This pattern was consistent for almost all dimensions. However, confidentiality was rated highest at 90.8%. The lowest client satisfaction ratings were for the dimensions relating to rights and payments. The amount charged and the explanation of charges provided were particularly identified as issues of dissatisfaction. In addition, clients felt that they were not fully made aware of their rights and entitlements and were not satisfied that they were facilitated with information to make choices and decisions that suited them. Overall satisfaction increased with age up to the age 40 and reduced beyond this age. The single/never married had lower satisfaction levels compared to the married, widowed and divorced. Satisfaction levels were generally lower in Health Centre IV and hospitals compared to the lower level centres. In regard to satisfaction of payment for services, females were more satisfied than males, satisfaction levels increased with education but dropped after secondary education to a level below those with no education. Those in formal employment and the unemployed had the lowest levels of satisfaction for payment (<50%) while satisfaction levels were fairly the same across all other occupational groups. Protestants and Catholics had lower satisfaction with payments compared to the Muslims and other religion. In terms of rights, the divorced had lower levels of satisfaction compared to the widowed, married and never married/single. Muslims had a lower rate of satisfaction with the rights dimension compared to Protestants, Catholics and other religions ( 
Satisfaction with rights
Across all the three dimensions, diocese was associated with satisfaction although this varied ( ship of the member health facilities majority of whom are founded by the Church of Uganda. Therefore in this study, the dioceses' correspond to a group of protestant church-founded health facilities within the administrative units and are members of UPMB. For the other protestant churches that do not have dioceses, the study grouped these by the church affiliation.
The following dioceses had low overall satisfaction rates; South Rwenzori, Nebbi,Karamoja, Mukono and Lango.
In regard to satisfaction with the payments dimension; Kumi, Lango, South Rwenzori, Mbale, Mukono, Kigezi, Karamoja and Luwero diocese had lower satisfaction rates. Concerning the rights dimension; Busoga, lango, Kigezi, kitgum, South Rwenzori, Namirembe, Luwero and Mukono dioceses had lower satisfaction. In general, the following dioceses had high dissatisfaction across all the satisfaction dimensions (overall satisfaction, payment, rights); South Rwenzori, Mukono and Lango. Table  6 shows the factors associated with client dissatisfaction with health services in UPMB facilities.
Overall satisfaction
In the multivariate analysis the patients' dioceses were significantly associated with overall dissatisfaction. 
Dissatisfaction with the rights dimension
In addition to South Rwenzori (OR=4.56), Mukono (OR=2.40) and Lango (OR=9.43), the patients in the following dioceses also showed higher odds of dissatisfaction with the rights dimension; Busoga (OR=3.00), Kigezi (OR=2.82), Kitgum (OR=12.40), Northern Uganda (OR= 3.00), Namirembe (OR=3.18), and Luwero (OR=5.57) compared to North Kigezi. Clients from Rwenzori were less likely to be dissatisfied compared to North Kigezi. There was some evidence of association with marital status, as the divorced/separated had higher odds of dissatisfaction (OR=2.54) in respect to rights compared to the widowed.
Discussion
The study found an overall client satisfaction level of 84.2%. While few studies have been conducted to assess satisfaction levels in Uganda, a study to assess the quality of antenatal care services in Eastern Uganda, reported overall satisfaction rate of 74.6%
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. This was attributed to clients having sought care in public facilities with high patient volumes and frequent stock outs of medicines in contrast to private-not-for-profit facilities as in our study. Other studies in Uganda reported much lower satisfaction levels. For example, a study conducted in 10 districts in 2013 found a client satisfaction rate of 47% 8 . Another study conducted in two facilities providing ART services, a public health facility and a private health facility in Kabale, found that satisfaction was 58% and 64% respectively 10 . A study on satisfaction among clients attending eye clinics in Masaka, Uganda found a low (40%) satisfaction rate 9 . Our findings are only comparable to findings in Nigeria where overall satisfaction was found to be 83% . However, these studies were conducted in a different context. A review on faith-inspired services in African countries including Uganda found that they had significantly higher satisfaction than public services 14 .
This study also found that marital status, health facility level and dioceses were associated with overall satisfaction. The single/never married were more likely to be dissatisfied with the overall service experience while dissatisfaction among clients at Health centre III was lower showing that the clients interviewed were generally satisfied with the overall service experience at that level. The clients' dissatisfaction experienced at Hospitals and Health centre IVs could be related to a high patient volume in comparison to lower level centres. High patient volumes often lead to long waiting times and a short clinician-patient interaction time. The dioceses of Nebbi, South Rwenzori, Karamoja, Lango and Mukono had higher client dissatisfaction rates suggesting the need to improve on the different client satisfaction dimensions. The mean satisfaction rating in our study for payments was considerably low at 64.7% as clients complained that payments were not clear. This is similar to the study in Mulago Hospital in Uganda and one in Masaka where cost of health services was associated with low satisfaction 5, 9 . This could be due to the fact that most clients may not be aware of the out-of-pocket payments required for different services and explaining this before hand in informational sessions may improve clarity . Therefore, it is not surprising that there was low satisfaction with the payments and while the goal is to keep charges as low as possible, the decrease in government contribution to the PNFP sector means that there is a growing dependence on user fees for member health facilities. In contrast the study in a teaching hospital in Northern Nigeria found a higher (73%) rate of satisfaction with the payment for services provided among the respondents 1 .
There was a higher dissatisfaction with payments in hospitals compared with Health Centre IIs and this could indicate higher user fees at hospital level due to more complicated illnesses that require more procedures, high opportunity costs such as transport in order to access health care in hospitals or high costs for procedures due to the need to meet the overall operating costs such as remunerating specialists. The unemployed were significantly dissatisfied with payments and this is not surprising given the lack of income. Interestingly though, the formally employed were also dissatisfied with the payments for services provided indicating that they may perceive that there is low value for money for services rendered 5 . Additionally, the formally employed might be experiencing a huge burden of paying for the costs of health care for themselves and their dependents thus taking a large share of their household incomes. The study also found that those with post-secondary education were also dissatisfied with payments. Those with post-secondary education are likely to be also formally employed and the same reasons for this might be applicable. Similarly, education level, and estimated expenditure were associated with the mean general satisfaction scores in outpatient clinics in Mulago Hospital in Uganda
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. The findings on payment dissatisfaction should inform exemption policies since the unemployed are not satisfied with charges and this could be due to their lack of income.
The dioceses were also associated with high payment dissatisfaction in our study suggesting that there may be different user fee structures across dioceses. Alternatively, the dissatisfaction in the diocese may reflect the variations in incomes across the dioceses and the lack of sensitivity of user fees to these. This may have a negative impact on equity and access to health care. It is important for the different dioceses to consider the socio-economic standing of clients when setting user fees. In addition it may be important for the network to advocate for more budgetary support for facilities in dioceses where clients are unable to afford access to health care. The overall satisfaction rate with the dimension of rights in our study was 63% and this is similar to a study conducted in Portugal which also found a 63% rate of satisfaction with rights awareness 17 . This signaled dissatisfaction of clients in the way health providers engaged with them in informing them of their entitlements and in the decision-making process. In this study, marital status and dioceses were significantly associated with higher dissatisfaction and those who were divorced or separated where more likely to be dissatisfied with respect for their rights as patients. Similarly, marital status has been linked to consciousness of client rights 18 . Client rights are aimed at protecting their autonomy and while health providers may have an understanding of this, client rights are not always upheld. Information on rights and entitlements is not always fully given leading to dissatisfaction 17 . This is so in spite of the need to give personalized information that allows patients to make informed choices that suit them in their circumstances and improve their quality of life. Health providers need to recognize that the client-provider relationship has evolved over the years from one of paternalism where the provider knows it all to one where there is a strong focus on human rights and individual autonomy and curiosity is encouraged enabling effective participation in decision-making 19 . Client satisfaction improves a health facility's image and can result in high service uptake 18 . Furthermore, when patients are kept aware of their care using simple language that is easy to understand, this alleviates anxiety and increases satisfaction. Client rights refers to the operationalization of human rights in health care enabling clients to get appropriate and respectable care according to need based on the premise of preserving human dignity 20 . In Uganda, there is a patients' charter which spells the client rights and responsibilities as well as the responsibilities of the health workers and is aimed at increasing clients' awareness of their rights and encourage them to demand good quality health services 21 . This charter was introduced against the backdrop of limited capacity to demand health rights by patients in the country. In this study, 46% of clients had a health facility that was closer to their home than the one they visited on the day they were interviewed. While clients' physical proximity to their preferred health facility could indicate the level of access to health care, this study revealed that for close to half of the clients, the nearest health facility was not necessarily the one they used for different reasons. The quality of services, availability of drugs and availability of staff were found to be key determinants of clients' choice of health care sources. This conforms to other findings where the same factors were also found to influence access to health care 14, 22 . It is therefore not sufficient to guarantee physical proximity only, as clients will leave nearer facilities to look for those with better care, even if far away. All efforts should therefore be made to improve the quality of care available at all health facilities particularly those in dioceses with greater dissatisfaction rates. Most importantly, the dioceses' that had high dissatisfaction across all the satisfaction dimensions (overall satisfaction, payment, rights) namely South Rwenzori, Mukono and Lango need urgent attention to be able to improve the service experiences of clients. Our study was conducted in a heterogeneous population spread geographically across all the different regions of the country and at different health facility levels. The study was conducted only in the private-not-for-profit protestant faith-based network therefore may not be generalizable to the public sector health facilities. Due to the cross-sectional nature of this study, it is important to interpret the findings with caution as satisfaction may vary with different service encounters and is subject to extrinsic and peculiar factors unrelated to the service experience 23 . In addition clients' satisfaction assessments may be subjective. This study indicates a high level of satisfaction with services in the UPMB faith-based network in Uganda. The study has also highlighted significant dissatisfaction with the payment and rights dimensions. This has some implications for service delivery within the network. The findings suggest the need to develop service improvement plans to address concerns around overall client satisfaction, payments and rights. There is need to standardize and explain the different charges levied on clients. To reduce out-of-pocket expenditure, there is need to implement community health insurance schemes. Health facility managers should ensure that the number of health workers match patient volumes especially at higher level centres. Health workers should take more time to explain rights and entitlement to clients as part of health education talks. All member health facilities should be encouraged to conduct routine client satisfaction surveys and implement continuous quality improvement strategies. Training of health workers on the patient charter and provision of job aids is necessary to promote patient-centered care in UPMB facilities.
